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A recertification survey was conducted from
September 16, 2009 through Septerber 18,
2009. The survey was initiated using the

fundamental survey process. A random sampie WMQ,QX \(Xj‘j\oq

of three clients was selected from a resident L

population of six men with various disabilities. A THE DISTRICT OF COLUMBIA

focused review of another (fourth) client's meal GOVE NM%'S’EI:TMENT gp HEALTH

observation was conducted as well. HEALTH REGULATION ADMINISTRATION
OL ST, N.E., 2ND FLI

The findings of the survey were based on 825 NOR\'L’ACS.‘«:&%TON, D.C. 20002

observations, interviews with staff and clients in
the home and at three day programs, as well as a
review of client and administrative records,
including incident reports.

W 120 483 410(d)(3) SERVICES PROVIDED WITH W 120
OUTSIDE SOURCES

The facility must assure that outside services
meet the needs of each client.

This STANDARD is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to ensure that outside
services met the needs of each client, for one of
the three clients (Client #1) included in the
sampie, to include one focus client. (Client #4)

esident # 1's eating protocol was revised on 7-30-09 and | 8-12-09
he same was provided to the day program on 8-12-09. 8-13-09
.M.R.P met the lead counselor for resident # 1 @the Day | g.18.00
Program and discussed the revised feeding protocol and 9.21-09
daptive Equipment on 8/13/09. Q.M.R.P alse informed 9.25.00
The Day Program Director as the Case Manager was not

evailable. Service Coordinator of D.D.S was also informed | 10-20-09
of the same. It should be noted that at the time of

Resident # 1's ISP on 8/3/09 the day program case manager
was present and attended the meeting where the Residents
objectives and protocols were discussed. On 8-12-09
complete ISP package was given to the Day Program.

The findings include:

1. The day program failed to ensure staff
implemented Client #1's feeding protocol as
recornmended.

On September 17, 2009, beginning at 12:05 p.m.,
Client #1 was served broccoli, ground beef, and
noodles in a high sided plate during lunch time.
As Client #1 began to consume his food, he
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received verbal prompts 1o slow his eating pace
between each spoonful by the day program staff.

Day Program for the Diay Program Staff for proper implementation

At 12:07 p.m., staff was observed to pjm her of Regident's protocols . Another training was conducted on 9/21/09
hand on top of Client #1's hand to guide his Q.M.R.P made meal time observation for entire week from
spoon to his plate to slow down his eating pace. 9/21/09 until 9/25/09. Another abservation

At 12:10 p.m. fo 12:12 p.m., staff provided limited
supervision while Client #1 consumed rest of his
meal slowly. During this time, Client #1 ate his Q.M.R.P will continue to visit day program on monthly basis to
fruit cup and was observed to take a peer fruit monitor and ensure that individuals programs and are properly
cup before staff could retrieve it. At 12:15p.m.,
Client made another attempt to take another
peer's fruit cup, but staff intervened. Sec Astachment (E1-E10)

was made on 10/20/09,

followed through.

Interview with the day program's area manager
and the day program's staff after the lunch meal
at approximately 12:25 p.m. revealed Client #1
was at risk for aspiration required several verbal
prompts to siow his eating pace. Further
interview with area and staff revealed the
intervention to verbally prompt Client #1 between
each bite was implemented in his feeding protocol
dated April 2008. When asked if they had the
most current feeding protocol, the area manager
stated that she could only recall the feeding
protocol dated April 2009.

Review of Client #1's current feeding protocol
dated July 30, 2009 was reviewed after the dinner
meal on September 16, 2009, at approximately
7:25 p.m. The feeding protocol cutlined the
following:

a. Client #1 requires supervision during all meals
and snacks. He is independent with eating after
set-up.,

b. Since Client #1 usually waits until the end of his
meal to drink his liquids, it is recommended that
the client receive his meal in two portions. Staff
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should encourage his to sip liquids frequently.

¢. Monitor closely for signs/symptoms of
aspiration.

d. Staff may need to physically remove his plate
for a few seconds to decrease his rate of eating.

When shared with the day program area manager
and staff, they both acknowledge that they were
not made aware of the interventions to get Client
#1 to slow his eating pace. The area manager
stated that the qualified mental retardation
professional provided fraining on Client #1's new
plate riser in August 2009 but never discussed his
feeding protocal.

It should be noted that on September 18, 2009,
Client #1's day program staff received an in
service training on the proper impiementation of
the client's current feeding protocol.

2. The day program failed to complete a red flag
form and falled notify the behavior specialist
and/or psychologist staff for consultation
immediately when Client #1's target behavior of
food stealing resurfaced.

Observation of the lunch meal at the day program
on September 17, 2009, from 12:10 p.m. to 12;12
p.m. revealed the day program staff provided
limited supervision while Client #1 consumed his
lunch meat. During this time, Client #1 ate his
fruit cup and was observed to take a peer fruit
cup before staff could refrieve it. At 12:15p.m.,
Client made another attempt to take another
peer's fruit cup, but staff intervened. Interview
with the day program staff revealed that Client #1
has a behavior of stealing food. The day program

Residential Behavior support plan was resubmitted to the
Day Program on 9/21/09 which is being currently used. Day
Program Case Manager conveyed all the relevant
information to the Day Program Psychologist. Q.M .R.P
als;o spoke to the psychologist and was made aware of

the issues. Q. M. R. P visited the

Day Program every day between 9/21- 9/25/09 to

ensure the implementation of B.S.P @ meal time and

also revisited the Day Program on 10/20/09 to monitor the

above. Baseline data s being collected at the Day

Program.

See attachment (F1 and also ER, E10)
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staff further revealed that Client #1 make
attempis to steal food at least 3to 4 times a
weaealk.

Interview with the day program's Case Manager
(CM) on September 18, 2009, at 9:00 a.m.,
revealed that Client #1's BSP was discontinued
due to significant decrease in his behavior of food
stealing. Further interview revealed that if the
client's behavior of food stealing resurface, staff
would document the behavior on ABC data
sheets.

Review of the day program's behavior support
pian (BSP), discontinued in October 2006, was
reviewed on September 18, 2009, at
approximately 8:10 a.m. The BSP confirmed the
day program staffs interview of taking others'
food as a target behavior. Further review of the
BSP revealed "should his behavior change in
anyway (i.e., intensity, type of behavior, etc.,) staff
should complete a Red Flag Sheet and nofify the
behavior support manager, the behavior
specialist, and/or psychologist for consultation
immediately.”

3. The day program failed to ensure staff
Implemented Client #4's feeding protocol as
recommended.

Client #4 was observed at day program On
September 17, 2009, at approximately 1:00 p.m.,
eating a mechanical soft lunch which consisted of
ground turkey, mashed potatoes, spinach, apple
sauce, water and milk. Client #4's lunch was
served in one portion.

Interview with day program Staff #1 on the same
day at approximately 1:25 p.m., revealed that
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On 8/13/09, Day Program was provided with revised new 9/18/09
Protocols along with the ISP Package with goals and 9/25/09
objectives. On 08/13/09 day program staff was given 10/5/09
in-service training by Day Program L.P.N.
However yet another in-service training was conducted 10/15/09
by thé Q.M.R.P at the Day Program on 9/18/09 for the 10/20/09
proper implementation of the resident #4's meal protocols.
The Day Program is implementing the protocel as Qutlined
Q.M.R.P conducted monitoring visits on 09/25/09,
10/05/09, 10/15/09 and 10/20/09. Q.M.R.P will continue to
visit and monitor the implementation of protocols

on weekly basis x4 and after that on monthly basis.

Meal time observation data is developed which will

be used for the purpose of monitering,

See Attachment (Bi-B7)
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Client #4 was on a mechanical soft diet. Further
interview revealed that Client #4's turkey was
ground in texture and he received his lunch meal
in one portion. When the surveyor made mention
of Client #4's lunch should be served in three
portions, day program staff stated that he did not
get his lunch meal In three portions. Day program
Staff #1 further stated she woukd check the
client's records for clarity.

Review of the eating and feeding protocol dated
July 30, 2009, on September 17, 2009, at 9:30
a.m., revealed that Client #4 was on a chopped
diet and his meals shouid have been separated
into three portions to slow his rapid eating pace. :

W 159 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and moniiored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on observations, interview and record
review, the facility failed to ensure that each
client's active treatment program was integrated,
coordinated and monitored by the qualified
mental retardation profassional (QMRP), for one
of three clients included in the sample. (Client
#1)

The finding includes:

1. Cross refer to W189. The QMRP failed to
ensure the facility staff implemented Client #1's
feeding protocol during dinner time.

2. Cross refer to W120.1 The QMRP failed to
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ensure that the day program staff was
implementing Client #1's current feeding protocol.
3. Cross refer to W120.3 The QMRP failed to 1.2,3,4 19 M.R.P was provided additional training on 10/02/09 by 10-2-09
ensure that the day program staff was Program Manager to ensure implementation of protocols,

implementing Client #3's current feeding protocol.

policy procedure and coordination with outside services

also to monitor objective and protocols with day program.

4, Cross refer to W252. The QMRP failed to See attachment ( G1)
ensure facility documented behaviors on the data
collection sheets in accordance with the behavior
support plans.

W 189 483.430(e)(1) STAFF TRAINING PROGRAM W 189

The facility must provide each employee with
iniial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:

Basec,l on obselv-altion. reoord review and . 1&2 Staff and the House Manager were provided additional 9.16-09
anterrlew, the facrlohzyidf:gwgie:s?m l‘l;at e:(:hi training on 9/16/09, 9/21/09 by Q.M.R.P and on 9/25/09 9.21-09
tel‘:gl:;e;atwa:;l:bled ﬂtev:mplr;yleaea;g p::f:rrr:luhr:g and Ioj' 18/09 by th? speech ;fat,hologist To ensj:rc 9.25-09
or her duties effectlvely. efﬁciently, and proper implementation of resident #1 & 4's, Eating 10-18-09
competently for two of four clients residing in the Protocols. Q.M.R.P will continue to provide training
facility. (Clients #1 and #4) on ongoing basis and also monitoring on a weekly basis

until every staff follows program properly and correctly.
The finding includes: See Attachment (C1-C6)

1. The facility failed to effectively implement 1
Client #1's feeding protocol as recommended.

On September 16, 2009, at 4:33 p.m., Client #1
was cbserved eating chopped peeled oranges
with a spoon from a bowl at a fast pace. Client #1
refused to siow down when asked by the house
manager (HM). The HM was obsarved to hold
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Continued From page 6

Client #1's hand in order to get him 1o slow his
eating pace. Client #1 continued to refuse and
used his other hand feed himself. At4:36 p.m,,
Client #1 was observed to eat his oranges without
vetbal and/or physical prompting to slow down his
eating pace.

Interview with Staff #3 on the same day
approximately 5:16 p.m., revealed that he was
assigned to Client #1 during snack and dinner
time. Staff #3 stated that when Client #1 is eating
rapidly, or refusing to siow down, staff should ask
him to drop his spoon and/or remove his plate.

interview with the HM on the same day at
approximately 5:20 p.m., revealed that she was
new to the facility and was still leaming the
clients’. When asked by the surveyor on how to
slow Client #1's eating pace, the HM stated that
she should hold his hand for a second. Further.
interview with the HM revealed that she had
received some training on Client #1's feeding
protocol prior to working at the facility in June
2009.

Review of Client #1's current feeding protocol
dated July 30, 2009 was reviewed after the dinner
meal on September 16, 2009, at approximately
7:25 p.m. The feeding protocol revealed that in
order to get Client #1 to slow his eating pace,
"staff may need to physically remove his plate for
a few seconds to decrease his rate of eating."

On September 18, 2008, at approximately 1:10
p.m., review of the in-service training records
revealed that all staff had received training on
Client #1's feeding protocol on May 2, 2009. At
the time of the survey, there was no evidence that
training was effective.

w189

FORM CMS-2567(02-89) Previous Versions Obsolele Event |D: BFLD11

Faciiy ID: 00G022

if continuation shest Page 7 of 16



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVI

PRINTED: 10/14/2009
FORM APPROVED
NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

(X3) DATE SURVEY

(X2) MULTIPLE CONSTRUCTION
COMPLETED

A BUILDING
B. WING

09/18/2009

NAME OF PROVIDER OR SUPPLIER

D € HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1028 8TH STREET NE

WASHINGTON, DC 20002

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

{X5)
GOMPLETION
DATE

W 189

2. The facility failed to effectively implement

Continued From page 7

It should be noted that on September 16, 2009,
the Qualified Mental Retardation Professional
(QMRP) provided an in-service training on the
proper implementation of the Client #1's current
feeding protocol for all staff during the second
shift including the HM.

Client #4's feeding protocol as recommended.

During snack time on September 16, 2009, at
4:31 p.m., Client #4 was observed eating
pineapples at a fast pace. At 4:32 p.m., Staff #1
stated "chew chew swallow" as Client # 4 was
drinking the remaining juice from the pineapples.
During the dinner meal approximately 8:55 p.m.,
Client # 4 was observed eating a chopped diet
with a teaspoon. At 6:59 p.m., Client #4 was
observed to eat more than three bites of food
before drinking his beverage independently. At
7:04 p.m,, Client #4 received a second portion of
food and was observed to take six bites of food
before drinking his water independently. Client #4
was also observed to pocket food into his mouth
and was verbally prompted by Staff #1 to swallow
the food in his mouth after the client had taken
ona additional spoonful. Staff was not observed
throughout the dinner meal to encourage Client
#4 to use his napkin. Staff #1 was inconsistent in
providing verbal prompting during meals by
saying "chew chew swallow” and "drink your
water". The meal consisted of a tuna sandwich,
potatoes, spinach, bean soup, yogurt, milkshake
and water.

Review of the eating and feeding protocol dated
July 30, 2009, on September 17, 2009, at 9:30
a.m., revealed the protocol required the following

W 189
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W 189 | Continued From page 8
techniques and procedures to be implemented:

- The staff should prompt him to alternate his
liquids and solids.

- After two to three bites of food staff should
prompt him to take a long drink.

- Siaff shouid prompt the client to swallow his
food in his mouth before receiving his next
portion.

- Staff should provide the clisnt with verbal
prompts to "rest your spoon” or "put your spoon
down".

- Staff should encourage the client to use
napkins;

- Staff should provide the client with verbal
prompts to thoroughly chew his food before
swallowing by saying "chew chew swallow".

Interview with the qualified mental retandation
professional on September 17, 2009, at
approximately 2:30 p.m., confirmed that the Staff
#1 failed to consistently follow Client #4's eating
protocol.

On September 18, 2009, at approximately 4:00
p.m., review of the in service training records
revealed that Staff #1 was trained on Client #4's
feeding protocol on May 2, 2009. At the time of
the survey, there was no evidence that training
was effective.

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criterla
specified in client individual program plan

w189

W 252
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objectives must be documented in measurabla '
terms.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to document behavior
data in accordance with the behavior support
plans (BSP), for one of the three clients in the
sample. (Client #2)

Staff made a mistake by not documenting the behavior 8-18-09
The ﬁndmg includes: when it happened but it was documented in 9-18-09
On September 16, 2009, at 5:35 p.m., Client #2 front of the surveyor on 09/18/09. Staff was 0.22:09
was observed to bite his hand while yelling out
when asked to engage in an activity several times provided in-service training en ABC of documentation
by staff. On September 17, 2009, at 3:20 p.m. .
. ' H ! by the Psychologist on 8-18-09 and 9-22-09. Q M.R.P
Client #2 was observed again yelling out and v e Tyehologist on
biting his hand while running from the IMng room will continue to provide on going training to staff to ensure

area through the dining to the kitchen.

proper documentation of behavior and monitor the

Interview with direct care staff on SEPtember 17, program closely.
2008, at approximately 4:10 p.m., revealed that
Client #2 exhibited maladaptive behaviors of See attachment (H1)

yelling and biting his hand when he did not want
to participate in activities. Further interview with
the direct care staff revealed that yelling and
biting hands were his target behaviors.

On September 17, 2009, at 12:10 p.m., review of
Client #2's BSP dated February 10, 2009,
confirmed that yelling and biting his hands were
two of his targeted behaviors. The BSP further
revealed staff was to record target behaviors on
the data collection sheets on every shift, every
day. Review of the behavior data collection
sheets, however, revealed that staff had not
documented Client #2's maladaptive behavior on

FORM CMS-2567(02-89) Previous Versions Obsofete Event I0: BFLD11 Facility ID: 006022 If continuation sheet Page 10 of 18
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September 16 and 17, 2009. In a follow-up
interview with the GMRP on Saptember 18, 2009,
at approximately 1:30 p.m., she acknowledged
that staff had not doctimented the yelling and
biting his hand as required. There was no
evidence that the data had been collected in
accordance with the BSP.

W 381 | 483.460(1)1) DPRUG STORAGE AND W 381
RECORDKEEPING

The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
falled to store drugs under proper conditions of
security for six of six clients in the facility. (Client
# 1, Client #2, Client #3, Client # 4, Client # 5 and
Client #6)

The finding includes:

On September 16, 2009 at approximately 5:46 L.P.N was given training on 10/02/09 by the R.N. 10-2-09
p.m., Licensed Practical Nurse #1 (LPN#1) was ‘ o

observed to lock the medication closet door, On policy of medication administration and Infection

leaving the medication keys in the padiock. . . ) L

Further obsearvation revealed LPN #1 then left the control. R.N will continue to provide on going training

open medication room to escort Client# 3
upstairs to the first level of the facility. In an
interview with LPN#1 on September 18, 2009 at
approximately 6:00 p.m., it was acknowledged the
medication keys were left in the medication
padlock when he left the open medication room.

and unannounced medication administration monitoring.

See attachment (D1-D7)

There was no evidence that all drugs were storad
under proper conditions

of security.

W 455 ( 483.470(i)(1) INFECTION CONTROL W 455
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There must be an active program for the
prevention, control, and investigation of infection
and communicable diseases.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide an active program for the
prevention and control of infection and
communicable diseases, for six of six clients
residing at the home. (Clients #1, #2, #3, #4, #5
and Client #6)

The findings include:

1. During medication administration cbservation
on September 16, 2009, at approximately 5:20
p.m., licensed practical nurse #1 (LPN #1) was
observed to wash his hands with soap and water
prior to administering medications. Further
observation revealed LPN #1 used hand sanitizer
to cleanse his hands prior to administrating
medications to Client #2. However, LPN #1
touched the Medication Administration Records
(MAR's) and then touched the rim of the
medication cup Client #2 used for
self-medication.

In an interview with LPN #1 on September 16,
20089, at approximately 8:10 p.m., it was
acknowledged after using hand sanitizer to
cleanse his hands, he touched the MAR's and
then touched the rim of the medication cup Client
#2 used for self-medication.

There is no evidence that the facility's nursing
staff provided an active program for the
prevention and control of infection.

W 455

L. | L.P.N was given training on 10/02/09 by the R.N,

On policy of medication administration and Infection
control. R.N, will continue to provide on going training
unannounced during medication administration
monitoring.

See attachment (D1-D7)

10-2-0%
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2 During medication administration observation 2. L.P.N was given training on 10/02/0% by the R.N. 10-2-09
on September 16, 2009, at aPProximater 5235. On policy of medication administration and Infection contro).
p.m., LPN #1 used hand sanitizer fo cleanse his
hands prior fo admm.strahng medications to R.N. will continue to provide on going training and

Client #3. However LPN #1 touched the

madication MAR's, the table and than touched the
rim of the medication cup as he administered See attachment (D1-D7)
Client #3's medication.

unannounced during medication administration monitoring,

In an interview with LPN #1 on September 16,
2009, at approximately 6:10 p.m., it was
acknowledged after using hand sanitizer to
cleanse his hands he touched the MAR's, the
table and than touched the rim of the medication
cup as he administered Client #3's medication.

There is no evidence that the facility’s nursing
staff provided an active program for the
prevention and control of infection.

3. On September 17, 2009, at 11:22 a.m., Client 3. Q.M.R.P provided general hygiene and infection control 10-23-09
#1 was observed sitting at a round table holding

two wooden blocks. At 11:30 a.m.. Client #1 training at the Day Program on 10/23/09. Q.M.R.P will

placed a different set of blocks inta the peg continue to follow up with Day Program on
board. At 11:50 am., Client #1 was rolling a ; ' ) . o

| basketball back/forth with his peers. At 11:55 implementation of universal precautions for infection
a.m., Client #1 was observed to pull on the door icontrol during monthly visits to day program.
handles to the main entry door to the class room.
At 12:05 p.m., Client #1 was escorted to the See attachment ( 11-13)

cafeteria area for lunch. Approximately one
minute later, Client #1 was sitting down eating his
lunch which consisted of ground beef, noodles,
and broceoli. At 12:10 p.m., Client #1 was
observed to eal the rest of his food outside of his
plate that spilled on the dycem mat with his
hands. The day program who was observed
across from Client #1 feeding other clients did not
redirect the client to stop eating with his hands.
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Interviaw with the day program staff at
approximately 12:25 p.m., acknowledged that
Client #1 did not wash his hands before iunch.
The staff stated that it was poor oversight on his
part. There was no evidence that proper infection
control procedures were implemented before and
during lunch time.

4. On September 17, 2009, at 3:20 p.m., Client #2
was observed biting his hand and yelling when
asked to participata in an activity by direct care
staff, At 3:22 p.m., Client#2 was engaged in
making a necklace with various beads located
inside a plastic bowl. Approximately one minute
later, Client #2 was sitting at the dining room table
opening up an Oreo cakester cake in which he
consumed. The ciient was not observed to wash
his hands.

interview with the qualified mental retardation
professicnal (QMRP) on the same day at
approximately 3:40 p.m. acknowledged that Client
#2 did not wash his hands before eating his
afternoon snack. There was ho evidence that
proper infection control procedures were
implemented during shack time.

5. On September 16, 2009, at 6:22 p.m., Staff #2
was observed entering the living room as she was
putting on plastic gloves. Staff #2 asked Client #2
to assist her with serving dinner. At8:23 p.m.,
Staff #2 retrioved the toaster from the top of the
deep freazer and plugged it in the socket. Less
than a minute later, Staff #2 was observed
opening the refrigerator and the deep freezer. At
approximately 6:30 p.m. Staff #2 began to
measure the food with the same glove.

W 455

485 R.N. conducted an in service training on 09/21/09 for
infection control Q.M.R.P will continue to ensure

that proper infection control procedures are being

See attachment (J1)

implemented by doing spot observations ongoing basis.

9-21-09
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Interview with the QMRP on September 17, 2008,
at approximately 2:00 p.m. confirmed that
infection control should be implemented at all
times. There was no evidence that proper
infection control proceduras were implemented
while serving dinner.
W 472 | 483.480(b)(2)(i) MEAL SERVICES W 472
Food must be served in appropriate quantity.
This STANDARD is not met as evidenced by:
Basad on observation, interview and record
review, the facility failed to ensure that food
portions were served in accordance with
prescribed diets for six of six clients residing in
the facility. {Clients
#1, #2, #3, #4, #5, and #8)
The finding includes:
Observation on September 16, 2009, at On 8/13/09, Day Program was provided with revised new | g 13.09
approximately 8:30 p.m., Staff #2 was observed Protocols along with the ISP Package with goals and
tousea 173 maasuring CUP to measure spinach objectives, On 08/13/09 day program staff was given 5-18-09
boan soup for all ox clents. Eurher shservaton i g by e Doy rogam TN -
: o l How ever yet another in-service training was conducted 10-5-09
g;?eilad ?:ﬁ:z I:m%?gr:ut;: gsh ‘:m;taafrfag; lar by the Q.M.R.P at the Day Program on 9/18/09 for the 10-15-09
poo p read, proper implementation of the resident #4's meal protocols. i
was also observed placing whole potatoes on The Day P is implementing the protocol as Outined| 10-20-09
each of the clients' plates without measuring. ¢ Lay frogrm is implementing the protocol as Ou e
P v Q.M.R.P conducted monitoring visits on 09/25/09,
Review of the spring/summer 2009 menu on 10/05/09, 10/15/09 and 10/20/09. Q.M.R.P will continue to
September 17, 2008, at approximately 1:00 p.m., visit and monitor the implementation of protocols
revealed Clients #1, #3, on weekly basis x4 and after that on monthly basis,
#5, and #6 should _have received 3 ounces of tuna Meal time observation data is developed which will
ﬁs":’, h:lf I(f)Up Ot.:lz)lon?g. <] Oms of bean soup be used for the purpose of monitoring.
and a half cup iled potatoes. See Attachment (B1-B7)
Interview with Staff #1 on the same day at
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approximately 3.45 p.m., confirmed that the tuna
fish sandwich and the boiled potatoas required
measuring. Further interview with Staff #2
revealed that she was able to verbally state the
correct measurements to measure the clients’
food. However, when Staff #2 was asked to show
the surveyor the 1/2 cup, Staff #2 showed the 1/3
measuring cup. Staff #2 acknowiedged that she
should have been using the 1/2 cup instead of the
1/3 cup when measuring the clients’ food.
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A licensure survey was conducted from

September 16, 2009 through September 18, '
2009. A random sample of three residents was -
selected from a resident poputation of six men : ] O\ Wo’

with various disabilities. A focused review of

another (fourth) client's meal observation was GOVERNMENT OF THE DISTRICT OF COLUMBIA

conducted as well. DEPARTMENT OF HEALTH
HEALE'TEECGULI‘%{OS’!T AOMINISTSATIO

The findings of the survey wers based on 825N0O AP ., N.E., 2ND FLOQR

observations, interviews with staff and clients in WASHINGTON, D.C. 20002

the home and at three day programs, as weil as a
review of resident and administrative records,
including incident reports.

1042 3502.2(b) MEAL SERVICE / DINING AREAS 1 042
Modified diets shall be as follows:

(b) Planned, prepared, and served by individuals
who have received instruction from a dietitian:
and...

This Statute is not met as evidenced by:

Based on observalion, interview and record
review, the facility failed to ensure that food
portions were served in accordance with
prescribed diets for six of six residents residing in
the facility. (Resident #1, #2, #3, #4, #5, and #6)

The finding includes:

Observation on September 16, 2009, at
approximately 6:30 p.m., Staff #2 was observed
to use a 1/3 measuring cups to measure spinach
and an 8 ounce measuring cup to measure the
bean soup for all six residents. Further
observation revealed Staff #2 scooped tuna fish
with a regular tablespoon and placed it on the
bread. Staff #2 was also observed placing whole

Health Regulation Administration
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potatoes on each of the residents' plates without
measuring.

Review of the spring/summer 2009 menu on
September 17, 2009, at approximately 1:00 p.m.,
revealed Residents #1, #3, #5, and #6 should
have received 3 ounces of tuna fish, haif cup of
spinach, 6 ounces of bean soup and a half cup of
boiled potatoes.

Interview with Staff #1 on the same day at
approximately 3:45 p.m., confirmed that the tuna
fish sandwich and the boiled potatoes required
measuring. Further interview with Staff #2
revealed that she was able to verbally state the
correct measurements to measure the residents'
food. However, when Staff #2 was asked {o
show the surveyor the 1/2 cup, Staff #2 showed
the 1/3 measuring cup. Staff #2 acknowledged
that she should have been using the 1/2 cup
instead of the 1/3 cup when measuring the
clients' food.

2. Cross refer to Federal Citation W120. The
day program failed to ensure staff implemented
Client #4's feading protocol as recommended.

3502.5 MEAL SERVICE / DINING AREAS

Each GHMRP shall be responsible for ensuring
that meals, which are served away from the
GHMRP, are suited to the dietary needs of
residents as indicated in the individual
Habillitation Plan.

This Statute [s not met as evidenced by:

Based on observation, staff interview and record
review, the facility failed to ensure that residents
received their meals as outlined in their dietary

L An in-service training was given by the Nutritionists 6/8/09
on 06/08/09, 08/27/09 on Diet, texture and 8/27/09
measurement. However additional training was provided 10/2/09
bn 10/02/09 by the nutritionist. On accurate

measurement of food as per diet. Q.M_R.P will monitor
staff during meal preparation on weekly basis x4 then on
a monthly basis and whenever present in facility at

Imeal time.

See Attachment (A1-Ad)

1042 2 [On 8/13/09, Day Program was provided with revised new 8/13/09

Protocols along with the ISP Package with goals and 9/18/09
objectives, On 08/13409 day program staff was given 9/25/09
in-service training by the Day Program LPN. ~ 10/5/09

| 047 However yet another in-service training was conducted 10/15/09
by the Q.M.R.P at the Day Program on 9/18/09 for the 10/20/09

proper implementation of the resident #4's meal protocols.
The Day Program is implementing the protocol as Outlined
Q.M.R.P conducted monitoring visits on 09/25/09, 10/05/09,
10/15/09 and 10/20/09. Q.M.R.P will continue to
visit and monitor the implementation of protocols
on weekly basis x4 and after that on monthly basis.
Meal time observation data is developed which will
be used for the purpose of monitoring,

Sez Attachment (B1-B7)
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9/18/02
plan for one of four residents residing in the Protocols along with the ISP Package with goals and
famhty. (Resident #4) objectives. On 08/13/09 day program staff was given 9125109
The finding includes: in-service training by the Day Program LPN, 10/3/09
Resident #4 was observed at day program On However yet another in-service was conducted by the 10715109
ground turkey, mashed potatoes, spinach, apple for the proper implementation of the resident #4's meal
::urvc:é ma;:ﬁll’g:'llk Resident #4's lunch was protocols. The Day Program is implementing the
protocol as Outlined. Q.M.R.P conducted
g‘at:r:t'e;;p\:lot::naaytelp;o.‘gr;g‘ psnt‘aﬁrz:eoanbt::,;?me monitoring visits on 09/25/09, 10/05/09, 10/15/09
Resident #4 was on a mechanical soft diet. and 10/20/09,
Further interview revealed that Resident #4's o . .
turkey was ground in texture and he received his Q.M.R.P will continue to visit and monitor the
lunch meal in one portion. When the Surveyor implementation of protocols on weekly basis x4 and
made mention of Resident #4's lunch should be
served in three portions, day program staff stated after that on monthly basis.
gliﬁigne:ngtgg?;ﬁug&hﬁr:ﬁuﬁhgmm d she Meal time observation data is developed which will
would check the resident's records for clarity. be used for the purpose of monitoring.
Review of the eating and feeding protocol dated See Attachment (B1-B7) BH{
July 30, 2009, on September 17, 2009, at 9:30
a.m., revealed that Resident #4 was on a
chopped diet and his meals should have been
separated into three portions to slow his rapid
eating pace.
At the time of the survey, the day program failed
to ensure staff implemented Resident #4's
feeding protocol as recommended.
1 222) 3510.3 STAFF TRAINING 222
There shall be continuous, ongoing in-service
training programs scheduled for all personnel.
Sec Attachment
Hoalth Reguiation Administration -
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This Statute is not met as evidenced by:

Based on observation, record review and
interview, the facility failed to ensure that each
employee was provided with initial and continuing
training that enabled the employee to perform his
or her duties effectively, efficiently, and
competently for two of four clients residing in the
facility. (Residents #1 and #4)

The finding includes:

1. The facility failed to effectively implement
Resident #1's feeding protocol as recommended,

On September 16, 2009, at 4:33 p.m., Resident
#1 was observed eating chopped peeled oranges
with a spoon from a bowl at a fas! pace.

Resident #1 refused to slow down when asked by
the house manager (HM). The HM was observed
to hold Resident #1's hand in order to get him to
slow his eating pace. Resident #1 continued to
refuse and used his other hand to feed himself.
Al 4:36 p.m., Resident #1 was observed to eat
his oranges without verbal and/or physical
prompting to siow down his eating pace.

Interview with Staff #3 on the same day
approximately 5:16 p.m., revealed that he was
assigned to Resident #1 during snack and dinner
time. Staff #3 stated that when Resident #1 is
eating rapidly, or refusing to slow down, staff
should ask him to drop his spoon and/or remove
his plate.

Interview with the HM on the same day at
approximately 5:20 p.m., ravealed that she was
new to the faciity and was still learning the
residents’. When asked by the surveyor on how
to slow Resident #1's eating pace, the HM stated
that she should hold his hand for a second.

1222

1&2

Staff and The House Manager were provided additional 9/16/09

training on 9/16/09, 9/21/09 by Q.M.R.P and on 9/25/09
and 10/18/09 by the speech pathologist . To ensure

9/21/09
9/25/09
10/18/0%

proper implementation of resident #1 & 4's Eating Protocols
Q.M.E.P will continue to provide training

on ongeing basis and also monitoring on a weekly basis
until every staff follows program properly and correctly.
See Attachment (C1-C6)
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Further interview with the HM revealed that she
had received some training on Resident #1's
feeding protocol prior fo working at the facility in
June 2009,

Review of Resident #1's current feeding protocol
dated July 30, 2009 was reviewed after the dinner
meal on September 16, 2009, at approximately
7:25 p.m. The feeding protoco! ravealed that in
order to get Resident #1 to slow his eating pace,
"staff may need to physically remove his plate for
a few seconds to decrease his rate of eating.”

On Septemnber 18, 2009, at approximately 1:10
p.m., review of the in-service training records
revealed that all staff had received training on
Resident #1's feeding protocol on May 2, 2009.
At the time of the survay, there was no evidence
that training was effective.

It should be noted that on September 16, 2009,
the Qualified Mental Retardation: Professional
{QMRP) provided an in-service training on the
proper implementation of the Resident #1's
current feeding protocol for all staff during the
second shift including the HM.

2. The facllity failed to effectively implement
Resident #4's feeding protocol as recommended.

During snack time on September 18, 2009, at
4:31 p.m., Resident #4 was observed eating
pineapples at a fast pace. At4:32 p.m., Staff #1
stated "chew chew swallow” as Resident # 4 was
drinking the remaining juice from the pineapples.
During the dinner meal approximately 6:55 p.m.,
Resident # 4 was observed eating a chopped diet
with a teaspoon. At 6:5% p.m., Resident #4 was
observed to eat more than three bites of food
before drinking his beverage independently. At

222

Staff and The House Manager were provided
additional training on 9/16/09, 9/21/09 by Q.M.R.P

To ensure proper implementation of resident

#1 & 4's Eating Protocols. Q.M.R.P will continue to
provide training on ongoing basis and also
monitoring on a weekly basis until every staff
follows program properly and correcttly,

See Attachment (C1-C6),C6+}

and on 9/25/09and 10/18/09 by the speech patholbgish

9-16-09
9-21-09
'9-25-09

10-18-09
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7:04 p.m., Resident #4 received a second portion
of food and was observed to take six bites of food
before drinking his water independently.

Resident #4 was also observed to pocket food
into his mouth and was verbally prompted by
Staff #1 to swallow the food in his mouth after the
resident had taken one additional spoonful. Staff
was not observed throughout the dinner meat to
encourage Resident #4 to use his napkin, Staff
#1 was inconsistent in providing verbal prompting
during meals by saying "chew chew swallow” and
"drink your water". The meal consisted of a tuna
sandwich, potatoes, spinach, bean soup, yogurt,
milkshake and water,

Review of the eating and feading protocol dated
July 30, 2009, on September 17, 2009, at 8:30
a.m., revealed the protocol required the following
techniques and procedures to be implemeanted:

- The staff should prompt him to alternate his
liquids and solids.

- After two to three bites of food staff should
prompt him to take a long drink.

- Staff should prompt the resident to swallow his
food in his mouth before receiving his next
portion.

- Staff should provide the client with verbal
prompts to "rest your spoon"” or "put your spoon
down”,

- Staff should encourage the resident to use
napkins;

- Staff should provide the resident with verbal
prompts to thoroughly chew his food before
swallowing by saying "chew chew swallow",
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Health Requlation Adminigtration
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIPLE {X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMRBER: 02 CONSTRUCTION COMPLETED
A BUILDING
B. WING
HFDO03-0060 08/18/2009
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
1026 8TH STREET NE
D C HEALTH CARE WASHINGTON, DC 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
t 222 Continued From page 5 1222

Health Regul

Administration

STATE FORM

BFLD11

¥ continuation sheet § of 8




PRINTED: 10/14/2000
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIPLE CON; TION (X3) DATE SURVEY
AND PLAN OF CORRECTION il IDENTIFICATION NUMBER: AO?UILDING STRUCTIO COMPLETED

HFD03-0080 8. WING 09/18/2009

NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

D C HEALTH CARE %“ﬁ:ﬂ.'é%’é:‘ﬁ’c“z%m

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X3y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATQRY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

'222| Continued From page 6 | 222

Interview with the qualified mental retardation
professional on September 17, 2009, at
approximately 2:30 p.m., confirmed that the Staff
#1 falled to consistently follow resident #4's

eating protocol.

On September 18, 2009, at approximately 1:00
p.m., review of the in service training records
revealed that Staff #1 was irained on Resident
#4's feeding protocol on May 2, 2009, At the time
of the survey, there was no evidenca that training
was effective.

1226 3510.5(c) STAFF TRAINING 1226

Each training program shall include, but not be
limited to, the following:

(c) Infection control for staff and residents;

This Statute is not met as evidenced by:

Based on observation and interview, the Group
Home for the Mentally Retarded (GHMRP) failed
to ensure effective training on infection control,
for six of six clients residing at the home. (Clients
#1, #2, #3, #4, #5 and Client #8)

The findings include:

1. During medication administration observation 1&2 LPN was given training on medication 10/2/09
on September 16, 2009, at approximately 5:20 administration policy and infection control on 10/2/09
p.m., licensed practical nurse #1 (LPN #1) was
observed to wash his hands with soap and water
prior to administraﬂng medications. Further and unannounced monitoring during medication
io cloansa his hands prior 10 adminieamtng " wimiiseuion e

medications to Resident #2. However LPN #1 See Atiachment (D1-D7)
touched the Medication Administration Records
Health Regulation Administration
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(MAR's) and than touched the rim of the
medication cup Resident #2 used for
self-medication.

In an interview with LPN #1 on September 16,
2009, at approximately 8:10 p.m., it was
acknowledged after using hand sanitizer to
cleanse his hands he touched the MAR's and
than touched the rim of the medication cup
Resident #2 used for self-medication.

There is no evidence that the facility's nursing
staff demonstrated effective training on infection
control.

2. During medication administration observation
on September 16, 2009, at approximately 5:35
p.m., LPN #1 used hand sanitizer to cleansa his
hands prior to administrating medications to
Resident #3. However LPN #1 touched the
medication MAR's, the table and than touched
the rim of the medication cup as he administered
Resident #3's medication.

In an interview with LPN #1 on September 16,
2009, at approximately 6:15 p.m., it was
acknowledged after using hand sanitizer to
cleanse his hands he touched the MAR's, the
table and than touched the rim of the medication
cup as he administered Residant #3's
medication.

There is no evidence that the facility's nursing
staff demonstrated effective training on infection
control.

1226
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